reviews. However, their title ("Resource utilization for acute lower gastrointestinal hemorrhage: The Ontario GI bleed study") is slightly misleading because there are many other resources to consider if one wishes to comprehensively evaluate the resource utilization of LGIH, such as physician fees, patients' time lost from work during and after hospitalization, outpatient health care resources, out-of-pocket costs to visitors and care givers, etc. Although it is unlikely that inclusion of these costs would markedly affect the total cost in this instance, they can markedly change the results in other cost-of-illness studies, especially studies in chronic disorders such as multiple sclerosis, where patients can live for a long time with considerable disability. It is worth noting that most health economists feel that costing studies should not attempt to value time lost from work because, from the point of view of a society with less than 100% employment, one person's loss of employment is another's gain, and the suffering associated with the illness can be measured using a quality-of-life instrument. Even if one wishes to attach a dollar value to the loss of work, the methodology to do so is not universally agreed on (3) . Suffice it to say that deciding which costs to include in a cost-of-illness study, or the methods of measuring them, is often not straightforward.
Cost-of-illness studies sometimes seem to be commissioned by advocacy groups (patients, clinicians, pharmaceutical companies and others) because they want to stress the importance of their disease of interest. Although there is nothing wrong with this, it can sometimes lead to the unfortunate impression that one disease group is trying to outdo the other ("heart disease is actually a bigger problem for women than breast cancer") and can lead to apparent attempts to inflate the costs associated with a particular disease. One review of published American cost-of-illness studies found a sevenfold difference in the estimated cost of Alzheimer's disease among studies, and the total expenditures for the 80 diagnoses evaluated in American cost-of-illness studies (which evaluated a minority of diseases) was 2.1-fold greater than the actual expenditures for all of medical care (1)! We should also remember that relatively rare diseases are very important to those who suffer from them. Better methods of treatment should be aggressively pursued even if these diseases do not make the 'top 20' list of most costly illnesses.
The fact that a disease costs society a large amount of money says nothing about whether those funds are being wisely used, nor about the cost effectiveness of investing more resources into the prevention or treatment of that disease. To comment on the latter, one would need to conduct a full economic evaluation, which is the other use of costof-illness studies.
COST-OF-ILLNESS STUDIES AS INPUTS INTO ECONOMIC EVALUATIONS
It is important to remember that 'cost effectiveness', 'cost utility' and 'cost benefit' (terms used for different types of economic evaluations) all consist of two words. An economic evaluation considers both costs and effects (the difference between the three types of economic evaluations is in how the effects are measured) (4-6). Because the study by Comay and Marshall focuses only on costs and does not consider outcomes, it is not an economic evaluation, and, therefore, is of no help when trying to most efficiently allocate scarce health care resources (nor do the authors claim it is). However, the results of the study can be used as an input into an economic evaluation. For example, if one wished to compare the cost effectiveness of acetylsalicylic acid with that of warfarin for the prevention of stroke in patients with atrial fibrillation, one of the factors that would need to be considered is the difference in bleeding between the two antithrombotic agents. Some of that bleeding will be in the form of LGIH, and the cost calculated in the study by Comay and Marshall could be used to estimate the resources consumed by LGIH.
One of my professors once told me that economists are no more interested in dollars than clinicians are interested in mercury when they measure blood pressure. Both dollars and mercury are used as surrogates for the real outcome of interest. Dollars (or other currencies) are used to measure resources consumed. Resource consumption can vary markedly from jurisdiction to jurisdiction depending not only on the difference in how resources are valued (eg, higher fees for the same physician services in Ontario than in Quebec), but also on differences in clinical practice between regions (7). Thus, when trying to decide whether the results of an economic evaluation are applicable to your region, you must decide how similar the patterns of practice described in the study are to yours. For the Comay and Marshall study, two questions would be, "Are we more or less likely to admit patients with LGIH than the clinicians in this study?" and "Is the care of admitted patients similar?". Comay and Marshall present the reader with a description of the average amount of resources used by their patients (Table 2 [page 680]), which is very useful when trying to determine the generalizability of the results to different settings.
SUMMARY
Comay and Marshall did a good job of answering a very limited question: What is the cost to Ontario hospitals of patients admitted with LGIH? Not surprisingly, the study provides valid but limited answers. The results of the study can be used as an input into future economic evaluation, but on their own provide no useful information about future resource allocation to prevent or treat LGIH.
